Airway obstruction in children has a wide differential diagnosis that includes laryngomalacia, infectious processes, paralysis, extrinsic compression, and other rare anatomic anomalies. Isolated laryngeal lymphatic malformations are rare developments that can manifest with clinically significant airway obstruction. To the best of our knowledge, there have been fewer than 20 reported cases. These laryngeal mucosal lesions are best managed with radiofrequency ablation or laser ablation. We present a case of a 2-year-old child who presented with airway obstruction, initially diagnosed with laryngomalacia, who was subsequently diagnosed and treated for an isolated epiglottic lymphatic malformation.
Introduction
Isolated laryngeal lymphatic malformations are rare, but they can cause significant airway obstruction. Head and neck lymphatic malformations rarely involve the airway, and they are even less likely to be isolated to the larynx. [1] [2] [3] We present the case of a 2-year-old child who presented with airway obstruction initially diagnosed as laryngomalacia but subsequently diagnosed and treated for an isolated epiglottic lymphatic malformation.
Case report
A 2-year-old boy presented after being intubated at home for airway obstruction and cyanosis. As an infant he had been evaluated for noisy breathing, recurrent stridor, and cyanosis, leading to a clinical diagnosis of laryngomalacia. When further history was obtained, it was found that the patient previously had been intubated multiple times for cyanotic episodes and had been extubated without difficulty.
During the patient's most recent hospitalization for airway obstruction requiring intubation, the otolaryngology service was consulted for further evaluation. The evaluation was limited because of the presence of an endotracheal tube, and it was determined that a better evaluation could be performed in the operating room. Direct laryngoscopy was performed, revealing a moderately edematous epiglottis but an otherwise normal larynx with a grade 1 view of the larynx; i.e., the full view of the glottis structures. The patient was extubated and bronchoscopy was performed, revealing an essentially normal airway other than the previously mentioned findings. A few minutes after extubation, the patient developed difficulty breathing with oxygen desaturation. Direct laryngoscopy performed with a flexible laryngoscope again revealed an edematous epiglottis that was prolapsing into the airway with inspiration.
The patient was promptly reintubated and treated with high-dose steroids and antibiotics for suspected epiglottitis. No improvement was noted at 1 week, and the patient was taken to the operating room for a repeat laryngoscopy. At that time a biopsy was taken as there was suspicion of an atypical infectious process (figure, A) .
The results of the biopsy revealed dilated and ectatic lymphatic channels consistent with a lymphatic malformation. On further discussion with the family and medical team, it was determined that the patient was unlikely to improve without surgical intervention.
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The patient was taken to the operating room for radiofrequency ablation of the epiglottis. The Procise XP Coblation system (Smith & Nephew; Andover, Mass.) on the ablate setting was used remove the lymphatic malformation (figure, B) . After ablation, the epiglottis appeared to be quite lax and was still prolapsing into the airway, and a decision was made to perform an epiglottopexy to the base of tongue (figure, C). A 4-0 Vicryl suture was used to attach the left petiole of the epiglottis to the base of tongue (figure, D).
After 48 hours the patient was extubated without difficulty in the operating room. He was discharged from the hospital 2 days later. Laryngoscopy 1 week postoperatively revealed an intact epiglottopexy, and the family reported no difficulty with speech and swallowing. The patient continues to do well.
Discussion
Isolated supraglottic lymphatic malformations are extremely rare and can present diagnostic and treatment challenges. The majority of these lesions involve the pharynx, with only a small proportion involving supraglottic structures. 1, 4 Airway obstruction is often a presenting symptom, as was the case with our patient. A thorough history with direct visualization can help guide diagnosis and treatment. 5 Laryngeal mucosal lesions are best approached using radiofrequency or laser ablation. We believe this case is the first in the literature that had been previously diagnosed as laryngomalacia. 
